SUMMARY A retrospective study was made of 9 patients with congenital lobar emphysema who presented over the past 13 years. The ages of the patients at diagnosis ranged from 2 weeks to 10 years. The earlier the presentation, the more severe were the symptoms. Two patients were misdiagnosed initially at the referring hospitals with near disastrous results. Pitfalls in diagnosis are outlined and the various investigative procedures discussed. A flow chart for the diagnostic approach is presented. Treatment was usually by lobectomy but 2 older children presenting late with mild symptoms were managed conservatively with satisfactory results.
Since the first report on the successful treatment of lobar emphysema by lobectomy by Gross1 in 1945, several series2-4 have been reported indicating increased awareness of this condition. Even today, despite modern technology, pitfalls in diagnosis and treatment are still common. Congenital lobar emphysema may present in different forms varying from an acute neonatal respiratory emergency to recurrent attacks of respiratory embarrassment or chest infection in the older child. This may be confusing to the clinician faced with the problem of diagnosing this rare condition from a large variety of common acquired respiratory problems in children. We review our clinical experience with congenital lobar emphysema during the past 13 years and seek to delineate the salient features with particular reference to clinical diagnosis, investigative techniques, methods of treatment, and common problems related to management.
Clinical material
Nine patients with congenital lobar emphysema (5 boys and 4 girls) were diagnosed between 1970 and 1982 at this hospital and at Ismailia General Hospital, Egypt. Their ages at diagnosis ranged from 2 weeks to 10 years. Presentation, management, and progress are detailed in the Table. Treatment of congenital lobar emphysema with serious symptoms is usually by lobectomy. In neonates and infants with severe respiratory distress emergency thoracotomy may belifesaving. Even under anaesthesia it is important not to ventilate the patient until the chest is opened and the overdistended spongy emphysematous lobe is delivered into the wound. For less acute cases, elective lobectomy may be performed under more favourable conditions. Although the emphysema may affect only a segment of a lobe, segmental resection is not recommended because of higher postoperative complication rates. In older children with mild symptoms, however, lobectomy may not be indicated. Eigen et al.11 found that lung growth and function in a small group of children with congenital lobar emphysema treated conservatively were no different from that of children treated surgically by lobectomy. Our 2 patients who had no operation fared very well. A conservative policy of management in these cases is justified.
